Zondek, who has noticed the occurrence of vomiting and paroxysmal pain in these cases, that these symptoms are duie to a vagotonia. We have begun to treat the patient with daily injections of prolan, and if that (toes riot serve I am going to treat him with pure anterior pituitary substance. As far as I caln make out most of thesecases of genuine pituitaryT cachexia are duie either to a necrosis of some kind of the anterior lobe of the pituiitary, or atrophy, or a cystic degeneration, and therefore it is not very likelv that medi(cation w-ould produtce verv good results. I)iscussion. )r. F. PARIES \\E'BER suggested an alternative diagnosis, that the (lisease w-as not in the brain at all, but that this was a con(lition wThich bad been describe(l by Dr. Roger Korbsch (Deut. ifed. W1ocli., 1936 , 62, 1948 as " gastritis atrophicans juvenilis ". This author had carried out repeated gastroscopic examinations by the easily passed flexible gastroscope, and he had come to the conclusion that the condition was an idiopathic atrop)hy of the gastric mucosa, w-hich wNas apparently not fatal, an(d in whiclh recovery might be attaine(l. Such cases had been mistaken chiefly for Simmonds' discase, and one or two had been actually diagnosed as such.
P'osTscRIPT.-The presenit patient was, however, a male, and according to Korbsch " gastritis atro)hicans juvenilis "seemed to be confinedl to the female sex. POSTSCRIPT (2,5.11 .38) . The present case resembles in several important points those reported by I. Snapper, J. Groen, D. Hunter, andI L. J. Witts ( J?ari f.J.,Id., 1937, 30 (n.s.6.) 195). These authors reg,arded the acllorhydria of their )atients as caused by the co-existing anterior pituitary deficiencvy.
Dr. ANTHONY FEILING (in replv to l)r. IParkes WNeber) saidl that this patient had not been gastroscopedl. Dr. Weber's remarks recalle(d to hiis mind that quite recently Dr. Sheldon, in a paper, drew attention to the fact that in his opinion a number of cases of anorexia nervosa had been mistakenly calledI Simmonds' synldrome. That wvas not the case in this patient because he did not hav-e anorexia.
Spinal Tumour with Extreme Scoliosis.-AN1THONY FEILING;, M1.D.
Female, aged 53, single. It is stated that scoliosis has gradually developed since the age of 10. In 1925 the left breast was amputated because of chronic mastitis.
In 1932 attacks of profuse sweating above the waist were noticed, which came on spontaneously. In 1933 the feet and legs felt swollen, and weakness gradually appeared in both legs. A little later a slight weakness of the left hand was noticed. The weakness gradutally increased so that by the present year she was just able to walk. Micturition wi-as a little difficult, but no incontinence occulrred till lately. Loss of sensation has been noticed in the legs during the past year. No severe pain of any kind.
On September 12, 1938, a lumbar puncture was performed, after which all her symptoms became considerably worse. Thus the weakness of the legs and of the left arm was increased, she became unable to walk, and bladder control was lost.
Cerebrospinal fluid: Clear and bright yellow in colour; protein 1-5%. Globulin +, Wassermann reaction negative. Chlorides 745. Pressure not taken but only 6 c.c. of fluid were obtained.
Condition on admission.-A very extreme S-shaped scoliosis, the curve beginning in the upper dorsal region and extending as far as the lumbar. Cranial nerves normal except for ? some wasting of the trapezii muscles. Loss of motor power marked in the whole of the left upper extremity, with slight general wasting of the muscles. Slight weakness of the right arm. No complete paralysis of any group of muscles. Arm-jerks: Supinators present on both sides, biceps lost, triceps obtained. Weakness of abdominal muscles on both sides with absence of all the abdominal reflexes. Legs: A gross spastic paraplegia, more marked on the left side. Frequent involuntary flexor spasms, especially of the right leg. Both knee and both ankle jerks exaggerated; double ankle clonus and double extensor plantar reflexes.
Sensation: On right side all forms of sensation grossly affected up to level of D.1. In the lower segments the loss is complete and becomes gradually less as higher segments are reached. On the left side the loss extended higher, analgesia and therm anaesthesia extending as high as C. 5 with hypereesthesia over C. 4 and perhaps C. 3.
X-ray examination of the spine showed severe scoliosis but no other abnormality. A diagnosis of tumour of the cervical cord was made. ? intramedullary. Operation, 12.10.38 (Mr. W. McKissock) . Laminectomy from C. 2 to C. 6. An intramedullary tumour was found extending certainly from the 2nd to the 4th segments. The cord was incised in the mid-line and a soft brownish tumour exposed which it was considered inadvisable to attempt to remove. I show this case for the interest attaching to this combination. In some cases scoliosis does appear to be definitely connected with tumours of the spinal cord, both intra-and extra-medullary. In this case I am not suggesting that the scoliosis and the tumour are causally associated because, according to the history, the scoliosis appeared at the age of 10, whereas no symptoms that could be applicable to the spinal tumour appeared until the patient was 47. I have always myself believed that it was possible to get paraplegia simply from scoliosis, although I never knew exactly how this came about. In this case there was no doubt from the clinical examination that the lesion was high up in the cervical spinal cord, a long way above the curve in the spinal column. We thought it impossible that the two could be directly related. It is also worthy of note that the patient's symptoms were made very much worse by lumbar puncture, an effect which I have previously otserved in cases of spinal cord compression. The microscopic examination of the tumour has shown it to be very cellular and of the nature of a glioma.
Discutssion-Dr. S. NEVIN said that he considered the tumour in Dr. Feiling's case to be a glioma of ependymal origin.
The PRESIDENT asked Mr. MIcKissock, who had performed the operation, whether he determined the question as to syringomyelia below the tumour, accounting for a possible relationship between the tumour and the scoliosis.
Air. W. AlcKIssoCK replied that he split the cord open and exposed the tumour, but did no more than that.
Dr. ANTHONY FEILING said that in 1913 a case w%as published by Dr. \Vilfred Harris and NMr.
Blundell Bankart of a woman younger than this patient. There was not such a long history of scoliosis, but it wxent back for four or five years, and the scoliosis was very marked with symptoms of paraplegia, the level of the tumour being obviously above the level of the scoliosis. At operation an extramedullary spinal tumour was removed. The patient recovered completely from the paraplegia, but he did not know Xwhether she recovered from the scoliosis. Dr. McAlpine's patient, Miss F. L. P., aged 57, a masseuse, was admitted to hospital on October 12, 1937, with a history of three years of mental deterioration, head and neck ache, and loss of memory, for a lesser period of time vision had been deteriorating. On admission the patient was very peculiar in demeanour; she was
